Background: Coping strategies have, in some countries, become so prevalent that it has been widely assumed that the very notion of civil services ethos has completely -and possibly irreversibly -disappeared. This paper describes the importance and the nature of pilfering of drugs by health staff in Mozambique and Cape Verde, as perceived by health professionals from these countries. Their opinions provide pointers as to how to tackle these problems.
Background
Misuse by health personnel of their privileged access to pharmaceuticals is a sensitive issue in the current context of scarce resources, promotion of generics, HIV epidemic and growing demand for health care. Misappropriation is a widespread practice rarely explicitly acknowledged or documented, even in studies that have looked into the coping strategies of health professionals [1] [2] [3] [4] . It is common knowledge that the practice is wide-spread [5, 6] . For example, in the average Ugandan health facility drug leakage -involving facility health workers as well as District Health Teams and Health Unit Management Committees -is as high as 78%, with resale of drugs representing the greatest single source of income for health workers in most units [7, 8] . In many other developing countries the situation is supposed to be similar if not worse [9] . All this represents a financial loss to the health care system, and affects health outcomes negatively. It also contributes to the growing sense of mistrust and disrespect for the health professions and their institutions.
By its very nature misuse of access to pharmaceuticals is hard to document directly. An alternative is to ask health workers about what occurs in services without inquiring into their own behaviour. Although basically a record of hearsay, such information can shed light on the type of misuse that occurs, and, more importantly, how this is perceived and valued by the personnel. This paper reports on such perceptions of health staff in Mozambique and Cape Verde. It describes their perceptions of the importance, the nature and the justification of pilfering of drugs in these countries. This provides pointers as to how to tackle the problem.
Methods
The study used a mixed open-ended and closed questions self-administered questionnaire addressed to a convenience sample of individuals working at various levels in the health sector. Eventually 27 individuals filled the questionnaire in Mozambique, and 26 in Cape Verde. They work in a variety of situations. Together they cover a range of situations where health workers and patients interact or where decisions related to pharmaceutical policy are taken.
Population
In Mozambique 27 individuals (11 doctors, three nurses, one pharmacist and 12 orderlies) answered the questionnaire. There were 15 females and 12 males, ranging in age from 27 to 58 years (median 38 years). All worked in the public sector: two in the ministry of health, two in the provincial health administration, one at district level, eight in hospitals and four in health centres. Six doctors had university appointments. Only 13 (six doctors, three nurses and four orderlies) said they also worked in the private for profit sector and one in the private not for profit sector.
In Cape Verde 26 individuals (four doctors, nine nurses, one pharmacist and 12 orderlies) answered the questionnaire. There were 5 females and 21 males, ranging in age from 25 to 54 years (median 35 years). All worked in the public sector: two at district level, 17 at hospital level, one at pharmacy level and two at health centre level. Only six (two doctors, nine nurses and nine orderlies) reported working also in the private for profit sector and 1 doctor in the private not for profit sector. Five (two nurses and three orderlies) worked in rural areas, the others in town.
Results
How access to pharmaceuticals boosts health workers' income All respondents in both countries claimed personal knowledge of instances of misappropriation of pharmaceuticals by health personnel for personal financial gain. This took various forms -from outright stealing to requesting under-the-counter payments or overcharging. According to the respondents, the range of unorthodox practices related to the handling of drugs in health facilities is widest among doctors and particularly those active in private practice (Table 1) . Respondents mainly pointed at doctors and pharmacists, less at nurses -except to say that nurses in private practice or orderlies in private pharmacies overprescribe.
In both countries respondents said they had the impression that the phenomenon was generalised: Most respondents however, implicitly or explicitly condemned such practices, while still attempting to explain and/or justify them in various ways. An obvious explanation is that of "serious lack of motivation" and insufficient salaries: "economic reasons, and low salaries ... those are the reasons ... it is a means of surviving"... "the true reasons for these practices are the low salaries paid by the government".
"Everyone knows that stealing of medicines and other medical supplies by health personnel is a common practice in our
Acknowledgement of the low salaries does not preclude moral condemnation. A considerable number of respondents interpreted these phenomena in moral terms, as a question of individual ethical characteristics: 
"The lack of organisation of the pharmacies makes it easy to steal", "Defective organisation and lack of knowledge from the systems' managers makes it easy for the prevaricators".
Combined with "Lack of penalties, disciplinary or legal" this results in "people doing whatever they want because they know they will not be punished". All this takes place in an environment of laissez-faire: "everyone is trying to go on with their lives, therefore no one worries about disciplinary measures or about punishing the prevaricators", with lack of career structure, workload and working conditions as attenuating circumstances.
The consequences
The impact of these practices on the health care system is seen as negative. They are said to weaken the public sector health sector and damage people's health: 
"The impact is always negative, not only for those who carry it out but also for the whole of society. This negative impact is vis-

What measures are necessary to minimise the negative impact of these practices? Besides overall legal measures -"First of all to define what is or it is not legal", "
To enforce the law in the health system of Mozambique", "To create conditions to make it possible to denounce these situations"-the solutions proposed fall into four categories.
The first is to improve the management of the health units: Basically the bulk of the claims are for better pay, more control and better management, but surprisingly almost nobody talks about "the application of sanctions, real sanctions", or suggest alternative options, other than those currently in place, to better control prescribers.
Discussion
The social and professional culture within a profession has a major impact on its practice [10] [11] [12] . In the health field pressure from local practice styles is known to be particularly relevant in situations where professionals are uncertain about appropriate treatment norms [13] . Peerinfluence can be positive and effective in improving professional practice [14, 15] . It is likely that peer pressure works in the opposite direction as well, and the shifting of norms with regard to taking advantage of privileged access to pharmaceuticals illustrates this.
Individual coping strategies have, in some countries, become so prevalent that it is widely assumed that the very notion of civil services ethos has completely -and possibly irreversibly -disappeared. The interviews show that this is not the case. Health workers apparently live a conflict between their self-image as honest civil servant wanting to do a decent job, and the brute facts of life that make them betray that aspiration. The manifest unease that this provokes is an important observation as such. It suggests that, even in the difficult circumstances observed in many countries, behaviours that depart from traditional civil servant deontology have not been interiorised as a norm.
This in turn offers perspectives for containing such practices. That is definitely a complex task. First, it requires a clear separation of personal coping strategies from organised crime and institutional misconduct. Second, it requires an understanding of the justification for and rationalisation of this type of behaviour, but seen in the light of the ambiguities revealed by the respondents to this survey. These ambiguities suggest that interventions to mitigate the erosion of proper conduct would be welcome.
It is quite likely that a combination of dealing with the root causes and of a sequential combination of interventions (regulatory enforcement, education and peer influence) could be effective. The latter has been shown to work to control undesirable prescription behaviour by private pharmacies in Hanoi, Viet Nam [16] [17] [18] [19] . Professional behaviour can be changed through "peer influence meetings", particularly if the change is seen as building up public reputation and status [17] . This points to the importance, in the absence of effective regulatory mechanisms, of the role of professional societies in ensuring peer-pressure mechanisms to reduce undesirable coping strategies, and illustrates that income topping up is not the principal or only driving force behind the coping strategies health professionals develop. In order to move forward, we need a better understanding of the mechanisms underlying these set of interventions, and the context in which they were or might be successful. None of them alone can be effective indeed and success stories of some categories of interventions relate probably more to the context in which they could emerge than merely their content. As Pawson [20] puts it: "what works for whom in what circumstances" is indeed a key question.
A significant problem with individual coping strategies is the difficulty to assign individual responsibilities in situations where these are endemic. In these circumstances it might be relevant to introduce legislation that makes the head of an organization or department legally responsible for the actions of that body. This would be a way of increasing peer pressure and accountability and of signalling the boundaries of what is tolerable [21] . This could then be combined with peer pressure groups to reduce undesirable coping strategies by supporting members to maintain their personal stance as well as by informing the public of their rights. Making public the membership of such a group could be a way of identifying the non-members, an indirect way of increasing pressure [21] .
Conclusions
This study confirms that health workers in Mozambique and Cape Verde do take advantage of their privileged access to pharmaceuticals. The respondents indicate that the phenomenon is widespread. That doctors are best placed to take advantage in a variety of ways is not really surprising. At a time of pressure for the public sector to create partnerships with the private sector, it is ironical to see to what extent "informal partnerships" already exist.
What happens with drugs in situations such as described here is not trivial. Apart from the economic loss to the State and to the patients, the long-term effects for staff morale and morality are far from negligible, as is, perhaps even more importantly, the effect on the public's trust in their health system and its personnel.
